Background. Patients with brain metastases (BM) from renal cell carcinoma (RCC) were considered to experience a poor prognosis. However, there is little knowledge on the risk factors for BM from RCC at diagnosis. This study was aimed at exploring the risk factors for patients with BM from RCC and the interaction among these risk factors. Methods. A total of 38759 cases of RCC were identified from the Surveillance, Epidemiology, and End Results (SEER) database. Risk factors for BM from RCC were evaluated by univariate and multivariate logistic regression analyses. Interaction effect between age and tumor size was tested.
Introduction
The incidence of renal cell carcinoma (RCC) has continued to increase recently, most of whom were localized [1, 2] . However, approximately 30% of nonmetastatic RCC would progress to metastatic disease after definitive treatment [3] . Nonmetastatic RCC patients developed brain metastases (BM) in 2.4% of cases [1] . It is estimated that incidence proportions of BM from RCC at diagnosis was 6.5% [1, 4] . Patients with BM from RCC were considered to experience a poor prognosis [5] . In the past 20 years, the incidence of BM from RCC was reported to increase significantly [6, 7] . Understanding the risk factors of developing BM is impor-tant to diagnosis, treatment, prevention, and counseling in patients with BM from RCC. However, there was little study investigating the risk factors of patients with BM from RCC. This study is aimed at determining the risk factors for patients with BM from RCC and testing the interaction among these risk factors.
Methods
2.1. Data Source. The Surveillance, Epidemiology, and End Results (SEER) database includes information on demographics, cancer incidence, and survival outcomes from population-based registries for approximately 30% of the US population. Data of this study were obtained from the SEER program of the National Cancer Institute using the SEER * Stat software (version 8.3.5). Since all information from the SEER database has been deidentified and no personal identifying information was used in this analysis, informed consent is not required for use of the SEER data.
Statistical Analysis.
Statistical analysis was performed using SPSS 21 software. Categorical data were presented as frequency (%) and analyzed by the chi-squared test or Fisher's test. Continuous data that were normally distributed were represented as mean ± standard deviation. Univariate and multivariate logistic regression analyses were used to determine risk factors of BM from RCC. P < 0:05 was considered to be statistically significant. Besides, interactions between age and tumor size were tested.
Results
We finally included 38759 cases of RCC. Figure 1 reveals that the larger the tumor size, the higher the incidence of brain metastases from RCC in patients whose tumor size was less than 10 cm.
Baseline characteristics of participants are showed in Table 1 . The participants were classified into 3 groups by tumor size: tumor size < 7 cm (n = 28793); 7 cm ≤ tumor size < 10 cm (n = 5804); and tumor size ≥ 10 cm (n = 4162). There was a significant difference between these three groups, including tumor size, age, grade, T stage, N stage, M stage, bone metastasis, brain metastasis, liver metastasis, lung metastasis, insurance, Fuhrman grade, surgery, and race, with the exception of marital status. There were significant differences in the incidence of brain metastases among the three groups (0.205% vs. 1.568% vs. 2.427%, P < 0:001).
As showed in Table 2 , there was a significant difference in univariate analysis, including T stage, tumor size, grades III and IV, lymph node metastasis, bone metastasis, liver metastasis, lung metastasis, and surgery. There was a significant difference in multivariate analysis, including age, T stage, tumor size < 10 cm, grade IV, lymph node metastasis, bone metastasis, lung metastasis, and surgery. Patients older than 70 had 0.653-fold lower risk of developing BM compared with those younger than 70. Patients with tumor size ≥ 4 cm and <7 cm had 2.270-fold higher risk of developing BM compared with those < 4 cm. Patients with tumor size ≥ 7 cm and <10 cm had 2.360-fold higher risk of developing BM compared with those < 4 cm. It was significantly increased in the risk of BM for patients whose tumor size was ≥4 cm and <10 cm compared with patients with tumors < 4 cm in diameter. However, while tumor size was 10 cm or larger, the risk of brain metastasis did not increase significantly compared with patients with tumors < 4 cm in diameter. Table 3 further quantifies the effect of tumor size and age on the risk of developing BM at diagnosis of RCC. Model I was adjusted for bone metastasis, liver metastasis, and lung metastasis. Model II was adjusted for grade, N stage, marital status, race NEW, insurance, and Fuhrman grade. The patients were classified into 6 groups by tumor size and age: group 1 (tumor size < 7 cm and age < 70 years), group 2 (tumor size < 7 cm and age ≥ 70 years), group 3 (7 cm ≤ tumor size < 10 cm and age < 70 years), group 4 (7 cm ≤ tumor size < 10 cm and age ≥ 70 years), group 5 (tumor size ≥ 10 cm and age < 70 years), and group 6 (tumor size ≥ 10 cm and age ≥ 70 years). There was no significant difference between group 1 and group 2 (P > 0:05); however, the difference between group 1 and other groups was statistically significant (P < 0:05). Interaction effect between tumor size and age on the risk of brain metastasis was statistically significant in the crude analysis (P = 0:0114) and model II analysis (P = 0:0248) but not in model I analysis (P = 0:1136). Figure 1 : Correlation between tumor volume and incidence of brain metastasis in RCC patients with tumor size < 10 cm. 
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Discussion
Patients with RCC were in connection with a significant higher mortality rate once brain metastases occurred [8] . Median survival of these patients varied merely from 4.1 months to 13.4 months [9] . But the risk factors for BM due to RCC were unelucidated fully. This study explored the risk factors for BM from RCC and investigated the interaction effect between age and tumor size on the risk of BM from RCC for the first time.
In this study, there was a significant difference in univariate analysis, including T stage, tumor size, grades III and IV, lymph node metastasis, bone metastasis, liver metastasis, lung metastasis, and surgery. There was a significant difference in multivariate analysis, including age, T stage, tumor size < 10 cm, grade IV, lymph node metastasis, bone metastasis, lung metastasis, and surgery. These results demonstrated that younger age, higher T stage, tumor size, higher grade, lymph node or bone or lung metastasis, and nonsurgical treatment were risk factors for BM from RCC. Patients with higher T stage, higher grade, and lymph node or bone or lung metastasis had a higher risk of developing BM from RCC. Besides, the risk of BM was significantly increased in RCC patients without partial/radical nephrectomy, indicating that it is of vital importance for RCC patients to receive surgical treatment of the primary lesion.
This study identified younger age as a risk factor for developing brain metastases, which was also verified in different types of cancer but not in RCC. Ji et al. [10] suggested that age ≤ 60 years was an independent risk factor for BM of patients with stage III locally advanced non-small-cell lung cancer. Korkmaz et al. [11] found that it was easier for patients younger than 65 years to develop hippocampal metastasis. Ma et al. [12] identified age ≤ 53 years as a highrisk factor for developing BM in patients with EGFRmutated advanced lung adenocarcinoma. Warren et al. [13] found that there was a lower probability of BM in inflammatory breast cancer patients with older age at diagnosis. The study conducted by Hung et al. [14] revealed that patients ≤ 35 years tended to develop cerebral lesions in patients with breast cancer. Maurer et al. [15] showed that age ≤ 40 years was a risk factor for BM in patients with HER2-positive breast cancer. Our results demonstrated that younger patients were prone to developing brain metastases, which was similar to previous speculations. Besides, we identified 70 years old as the threshold value. Patients younger than 70 are more likely to develop BM from RCC compared with those older than 70.
Tumor size influences the risk of developing BM from RCC and other types of tumor, which was demonstrated by previous studies. Schovanek et al. [16] suggested that 4.5 cm was the optimal cut-off primary tumor size which can predict development of any metastases from pheochromocytoma/paraganglioma. Maurer et al. [15] identified tumor size > 2 cm as a risk factor for the development of BM in patients with HER2-positive breast cancer. Sun et al. [7] revealed that white/other race, clear cell histology, sarcomatoid differentiation, T2-4 disease, tumor dimension > 10 cm, and N+ disease were risk factors of BM development at RCC diagnosis. Besides, they constructed a risk model, which included tumor size. In their opinion, patients with tumor size > 10 cm were more likely to develop BM from RCC, which is inconsistent with our research. This study showed that patients with tumor size ≥ 4 cm had the higher risk of BM from RCC. There were significant differences in the incidence of brain metastases among the three groups: tumor size < 7 cm; 7 cm ≤ tumor size < 10 cm; and tumor size ≥ 10 cm (0.205% vs. 1.568% vs. 2.427%, P < 0:001). Moreover, in those whose tumor size was less than 10 cm, there appeared to be continuously increased risk of BM from RCC with the increase of primary tumor size. However, although the risk of developing BM in patients with tumors size ≥ 10 cm was higher compared with those < 4 cm, it was not statistically significant.
There was a statistically significant interaction between age and tumor size in the crude analysis (P = 0:0114) and model II analysis (P = 0:0248), demonstrating that the effect of age on the risk of BM from RCC was affected significantly by tumor size. Although previous studies have identified the effect of tumor size on the risk of BM from RCC, our analysis revealed for the first time that age significantly affected the risk of developing BM from RCC and the impact of age was limited to patients with primary tumor size ≥ 7 cm. Tran et al. [17] have also explored the interaction effect between tumor size and age on the prognosis of patients with papillary thyroid carcinoma and found that the impact of tumor size BioMed Research International on RFS was limited to patients aged ≥55 years. However, to our knowledge, there are no previous studies analyzing the interaction effect between tumor size and age on the risk of BM from RCC patients. This study suggested that the higher risk of BM from RCC was observed in patients younger than 70 years old and the risk was even higher if his/her tumor size was 7 cm or larger. Besides, the impact of age was limited to patients with primary tumor size ≥ 7 cm. Our findings, if confirmed, have certain clinical implications. Those patients with a combination of age younger than 70 years old and tumors size ≥ 7 cm experience higher risk of developing brain metastasis. Clinicians should perform brain 5 BioMed Research International computed tomography (CT) scans or magnetic resonance imaging (MRI) in patients younger than 70 years old for brain metastasis screening. If his/her tumor size was larger than 7 cm, the need for brain CT or MRI screening was greatly increased.
Given that our study is large population-based, there were several unavoidable limitations that warrant consideration. Firstly, as a result of nonrandomized patient population, selection bias may occur in this study. Secondly, the comorbidities and performance status were not available in the SEER registry. Thirdly, the population of the SEER database sampled only in America may affect the generalizability of this study. Fourthly, theoretically, only if all patients underwent brain imaging, the true incidence of brain metastases could be calculated. However, there was no information on how BM were diagnosed in the SEER database, and we could not exclude those BM patients who were diagnosed by symptoms. Fifthly, the SEER database did not record detailed follow-up data on BM during the course of the disease. Hence, it is unable for us to evaluate how many patients developed BM during the course of the disease.
Conclusion
Both tumor size and age were independent risk factors for BM in patients with RCC. Patients with a larger tumor size and younger age might have the higher risk of developing BM at diagnosis of RCC. The impact of age on the risk of developing BM from RCC was limited to patients with tumor size ≥ 7 cm. Age appeared not to impact the risk of BM development in patients with a smaller tumor size. Our findings need further investigation. 
